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COMORBIDITY: THE 

Dr Tim Weaver, Senior Lecturer in 
Mental Health Services Research, 
summarises the challenges in this area. 

THE TERM ‘COMORBIDITY’ is often used 
as shorthand to describe patients with 
concurrent mental illness and substance 
misuse disorders. Since the 1990s there 
has been growing concern about the 
management of comorbidity. Concerns 
about comorbidity in mental health service 
populations were initially generated by US 
evidence about high prevalence 1 2 and the 
association with increased admissions 3 . 

These concerns became more acute as a 
number of public inquiries into homicides 
committed by people with mental 
illness 4 5 fuelled the perception that 
people with severe mental illness and 
comorbid substance misuse posed a risk 
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to the public. Consequently policy makers 
have focused primarily on the clinical 
management problems associated with 
substance use amongst people with 
psychosis, and the policy debate about 
comorbidity has been played out against 
the backdrop of developments in the 
community management of mental illness 6 
rather than the expansion of drug 
treatment which had alternative 
preoccupations, notably with the link 
between drug use and criminal 
behaviour 7 . 

The NTA has defined the responsibilities 
of drug treatment services as to develop 
collaborative working relationships with 
Community Mental Health Teams (CMHTs) 
around the management of patients with 
psychosis 8 910 . Although it is known that a ► 
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This special issue focuses on comorbidity. 

■ We lead with Tim Weaver looking at the 
challenges of psychiatric comorbidity and 
the implication for services. Alec 

Bonnington (left) tells us 
12 things every addiction 
psychiatrist should know 
about infectious diseases 
(page 3) and continuing on 
the harm reduction theme, 
Caroline Cooper reviews 
the Health Protection Agency's publication 
Shooting Up (page 12). 

■ Topically, money matters also feature 
heavily in this issue. Colin Drummond 
examines the findings of the important 
National Audit Office report Reducing 

Alcohol Harm: Health 
Services in England for 
Alcohol Misuse, and 
implications for alcohol 
interventions (page 4). 
Funding of drug treatment 
comes under the spotlight 
in two articles: Judy Myles discusses the 
implications of the NTA's value of drug 
treatment exercise (page 5), and the 3- 
views series focuses on the NTA's Unit 
Costs Project. 

■ SCAN says au revoir to Judy Myles, 

SCAN Policy Advisor upon her retirement, 
and looks back at her career in addiction 
psychiatry as well as forward, at her 
aspirations for the field. Amy 
Wolstenholme interviews her on page 6. 

■ Ed Day examines the challenges and 
opportunities of engaging service users in 
research (page 14). Finally, are you ready to 
meet the challenge of our festive caption 

competition on page 15? 
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COMORBIDITY 


range of comorbid psychiatric disorders 
are associated with increased severity of 
substance misuse disorder 1112 and poor 
treatment outcome 13 , Models of Care 910 
has made little reference to the needs of 
drug treatment service patients with 
comorbid affective disorders or 
personality disorder. 

The COSMIC Study (comorbidity of 
Substance Misuse and Mental Illness 
Collaborative Study) was commissioned 
by the Department of Heath in 1999 and 
first published in 2003 14 . When 
commissioned, research was required to 
inform policy that was beginning to be 
shaped in an ‘evidence vacuum’. Policy 
makers had little information about 
prevalence or the current capacity of 
services to manage comorbidity 15 . The 
COSMIC study aimed to provide this 
evidence. 

Working in four urban centres the study 
found that a majority of drug (74.5%) 
and alcohol patients (85.5%) had a 
psychiatric disorder. Psychotic disorders 
were present in 7.9% of drug patients 
and 19.4% of alcohol patients. Affective 
or Anxiety disorders were identified in 
67.6% of drug patients and 80.6% of 
alcohol patients. Personality disorders 
were present in 37% of drug patients 
and 53.2% of alcohol patients. It was 
also common for patients to have two or 
more psychiatric disorders and multiple 
substance misuse problems. Most 
patients with psychotic disorders had 
multiple disorders, recorded high 
symptom severity scores and over two- 
thirds were on a CMHT caseload. 
However, the majority of patients with 
other comorbid presentations received 
no specialist mental health care 14 . 

Within the CMHT population harmful 
alcohol use was reported by 25.5% of 
patients while problem drug use was 
reported by 30.9%. Overall, 44% of 
CMHT patients report past year problem 
drug use and/or harmful alcohol use. 
Data about patterns of drug use showed 
a quarter used cannabis, and only a 
small proportion used opiate or 
stimulant drugs which potentially made 
them appropriate for referral to their 
local drug treatment services. Only 1 in 
5 CMHT patients assessed to have 
dependent drug use received any drug 
related intervention 14 . 

Hence, the COSMIC study demonstrated 
that comorbidity was highly prevalent 


and that large proportions of comorbid 
patients failed to receive the specialist 
intervention they required. With respect 
to mental health services, the findings 
supported the emerging UK consensus 
that it was most appropriate for mental 
health services to manage patients with 
psychosis and types of comorbid 
substance misuse for which alternative 
specialist services are not widely 
available 8,9,10,16 . 

With respect to substance misuse 
services, patients with psychotic 
disorders represented a needy but 
relatively small proportion of the large 
comorbid population. Policy in the 
drugs field has historically focused on 
this population but given a relative lack 
of priority to patients with non-psychotic 
mental illness and personality disorders. 
The COSMIC study showed that these 
disorders were highly prevalent in 
substance misuse treatment population 
but frequently undetected and often not 
subject to intervention. 

As a basic minimum this population 
should have access to specialist 
psychiatric assessment and the 
possibility of appropriate specialist 
intervention. Without effective 
pharmacological and psychotherapeutic 
interventions these patients may 
experience poor substance misuse 
treatment outcomes 11 . Recently 
published treatment guidelines cite 
findings from the COSMIC study to 
justify clear guidance that patients of 
drug treatment services with anxiety, 
self-harm, bipolar disorder and 
depression should receive “...specific 
psychological management in line with 
appropriate guidance, such as NICE and 
other psychiatric and drug misuse 
guidelines” 17 ’ 18 . Treatment services now 
need to be given the resources to make 
this a reality. 



Dr Tim Weaver, 
Department of 
Psychological 
Medicine, Faculty of 
Medicine, Imperial 
College London. 


REFERENCES 

1. Regier, D.A., Farmer, M.E., Rae, D.S., et al (1990). 
Comorbidity of mental disorder with alcohol and other 
drug abuse: results from an epidemiological catchment 
area (ECA) study. Journal of the American Medical 
Association, 264,2511-2518. 

2. Kessler, R.C., McGonagle, K.A., Zhao, S., et al. (1994). 
Lifetime and 12 month prevalence of DSM-III R psychiatric 
disorders in the US: Results from the National Comorbidity 
Survey. Archives of General Psychiatry, 51, 8-19. 

3. Haywood, T.W, Kravitz, H.M, Grossman, L.S., et al. (1995). 
Predicting the 'revolving door' phenomenon among 
patients with schizophrenic, schizoaffective and affective 
disorders. American Journal of Psychiatry, 152, 856-61. 

4. Ritchie, J., Dick, D. & Lingham, R. (1994) The Report of the 
Inquiry into the Care and Treatment of Christopher Clunis. 
TSO (The Stationery Office). 

5. Appleby, L., Shaw, J., Amos, T., et al (1999) Safer Services. 
Report of the National Confidential Inquiry into Suicide 
and Homicide by People with Mental Illness. London: DoH. 

6. Department of Health (1999) A National Service 
Framework for Mental Health: Modern standards and 
service models. London: Department of Health. 

7. Central Drugs Coordination Unit (1998) Tackling Drugs to 
Build a Better Britain: The Government's Ten-year Strategy 
for Tackling Drug Misuse. London: The Stationery Office. 

8. Department of Health (2002) Mental Health Policy 
Implementation Guide: Dual Diagnosis Good Practice 
Guide. London: Department of Health 

9. National Treatment Agency for Substance Abuse (2002) 
Models of care for the treatment of drug misusers: London: 
National Treatment Agency for Substance Misuse. 

10. National Treatment Agency for Substance Abuse (2006) 
Models of care for the treatment of adult drug misusers: 
update 2006. London: National Treatment Agency for 
Substance Misuse. 

11. Brooner, R.K, King, V.L, Kidorf, M., et al. (1997). Psychiatric 
and substance misuse comorbidity among treatment¬ 
seeking opioid abusers. Archives of General Psychiatry, 54, 
71-80. 

12. Driessen, M., Veltrup, C., Weber, J., et al. (1998). Psychiatric 
comorbidity, suicidal behaviour and suicidal ideation in 
alcoholics seeking treatment. Addiction, 93, 889-894. 

13. Carey, M.P., Carey, K.B. & Meisler, A.W. (1991). Psychiatric 
symptoms in mentally ill chemical abusers. Journal of 
Nervous and Mental Disease, 179, 136-138. 

14. Weaver, T., Madden, P., Charles, V., et al (2003) Comorbidity 
of substance misuse and mental illness in community 
mental health and substance misuse services. British Journal 
of Psychiatry, 183, 304-313. 

15. Weaver, T., Renton, A., Stimson, G. & Tyrer, P. (1999). Severe 
mental illness and substance misuse comorbidity: Research 
is needed to inform policy and service development. British 
Medical Journal, 318, 37-8. 

16. Banerjee, S., Clancy, C. & Crome, I. (eds) (2002). Co-existing 
problems of mental disorder and substance misuse (dual 
diagnosis): an information manual. London: The Royal 
College of Psychiatrists' Research Unit. 

17. NICE (2007) Drug Misuse: Psychosocial Interventions. 

Clinical Guideline 51. London: NICE 

18. Department of Health (2007). Drug Misuse and 
Dependence: UK Guidelines on Clinical Management. 
London: Department of Health. 


2 | Supporting specialists, promoting consensus 








things addiction psychiatrists should know 
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Dr Alec Bonington 


infections 


D Infections are a common occurrence in intravenous drug users. Blood- 
borne viruses such as hepatitis B, hepatitis C and HIV are transmitted 
between these individuals as a result of sharing needles, syringes or other 
utensils used for preparing the drugs, when one of those sharing is already 
infected with one of these viruses. 


^ Approximately 1 in 90 injecting drug users in England and Wales are 
infected with HIV 1 . Although HIV infection is not curable, the outlook for 
patients infected with HIV has improved dramatically over the last 10 years. 
Most patients acquiring HIV infection now are likely to have a relatively normal 
life expectancy as long as their HIV is diagnosed and they are able to take their 
HIV treatment regularly. 


P| Unfortunately, individuals injecting drugs often have a chaotic lifestyle 
(JJ and are sometimes unable to adhere strictly to their HIV regime leading 
to drug resistance and a poorer outcome. Nevertheless, it is essential that these 
individuals are offered an HIV test on a regular basis as some will change their 
lifestyle and have a good outcome with HIV medication. Also, they may be less 
likely to transmit their HIV if they know they are infected. 


H 


Chronic hepatitis B and C infection, can progress on to severe liver 
| disease with cirrhosis, liver failure and/or hepatocellular carcinoma, over 
a period of 20-40 years. 


WwM Hepatitis C is now a curable disease in 40 to 80% of patients, depending 
on their hepatitis C genotype. Standard treatment is with a combination 
of pegylated interferon given by subcutaneous injection with oral ribavirin. 

There are significant side effects with this treatment including flu-like 
symptoms, anaemia, low white cell count and depression so regular monitoring 
is required. Duration is 24 or 48 weeks again depending on genotype. 


HM Although no cure is yet available for chronic hepatitis B infection, good 
(JJ suppressive therapy is available in the form of pegylated interferon as 
well as several antivirals. All patients infected with chronic hepatitis B should be 
referred to a specialist in infectious diseases for appropriate assessment, 
monitoring and sometimes treatment where appropriate. 


H s 

v 


I Skin and soft tissue infections are very common and result from injection 
using non-sterile needles or failing to clean the skin adequately prior to 
injection. Subcutaneous abscesses, cellulitis and infected ulcers are the 
commonest and not infrequently result in hospital admission. In one study, 
34% of injecting drug users had experienced a skin or soft tissue infection in 
the previous 12 months 2 . 


y Bacterial endocarditis is one of the most serious infections associated 
with intravenous drug use and occurs as a result of injecting with non- 
sterile needles or failing to clean the skin adequately prior to injection. Despite 
antibiotic treatment, there is still a significant mortality associated with this 
condition. 


Wmm Clostridial infections such as tetanus and wound botulism, although rare 
in these individuals, can produce life-threatening disease. In injecting 
drug users, clostridial infections are usually the result of injecting a batch of 
heroin contaminated with the relevant Clostridium. 


Tetanus typically presents with painful muscle spasms, muscle rigidity 
| or trismus (lockjaw), and tends to occur in those who have injected 
subcutaneously or intramuscularly. The treatment of these patients is a medical 
emergency because a generalised spasm will cause cessation of respiration and 
if of sufficient duration, death. If treated early, the mortality rate is low but 
these patients will typically require a hospital stay of 4-6 weeks. 


1 It is therefore imperative that all injecting drug users are offered tetanus 
toxoid vaccination when they access drug (or other medical) services if 
they have not had (or do not remember having) a tetanus vaccination in the 
previous 10 years. This can be done along with their hepatitis A and B 
vaccinations. 


There is no vaccination currently available to prevent botulism. 

| Wound botulism typically presents with blurred vision, double vision, 
slurred speech and respiratoryfailure. Urgent referral is essential otherwise 
mortality is significant. 
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Alcohol services: sipping the last drop 



The National Audit Office publishes a highly critical report on 
health services for alcohol misuse. Colin Drummond examines 
the lessons for the NHS and whether the report will initiate 
much needed improvements. 


A NEW REPORT from the National Audit Office (NAO) 
highlights the parlous state of alcohol services in 
England, but offers welcome direction for 
improvement 1 . The Alcohol Harm Reduction Strategy 
for England (AHRSE) noted, with some understatement, 
that in England there had been "little focus on alcohol 
treatment" and "no system to allow for the consistent 
and coherent commissioning of alcohol treatment 
services", especially in contrast to drugs 2 . The Alcohol 
Needs Assessment Research Project (ANARP) 
subsequently highlighted the postcode lottery of alcohol 
service provision with an eight-fold difference in access 
to alcohol treatment across England 3 . The NAO's review 
of "health services in England for alcohol misuse" goes 
much further, by identifying key failings in strategic 
direction and commissioning that have led to this 
patchwork of provision. 

The NAO report evaluates the work of the 
Department of Health and the NHS to address the 
health effects of alcohol misuse against the background 
of the new Public Service Agreement (PSA) to reduce 
the harm caused by alcohol and drugs. The NAO carried 
out primary research with PCTs, DATs, and GPs, as well 
as consulting a wide range of stakeholders to identify 
the arrangements for planning and commissioning 
health services for alcohol misuse, and examined 
relevant published data and literature. It paints a 
gloomy picture of the current state of alcohol 
services in England. 

Consistent with ANARP, the most striking finding is 
the absence of a relationship between PCT expenditure 
on services and indices of alcohol-related harm. Overall, 
spending per dependent drinker was, on average (see 
figure, right), £197 compared with £1,744 per problem 
drug user, with considerable variance across PCT areas. 
This represents about 0.1 % of PCT expenditure on 
alcohol services, compared with the estimated £2.7bn 
cost of alcohol misuse to the NHS. Although required to 
do so, a quarter of PCTs had not carried out local needs 
assessment and 20% had not made use of national 
data on alcohol need. The report states "without such 
assessments, PCTs cannot know what services they 
should be providing, and cannot assess whether the 
services they commission are sufficient or cost 
effective." Worryingly, a third of PCTs were unable to 
provide data on local expenditure on alcohol services, 
and 42% did not have an alcohol strategy. The report 
concluded that PCTs' planning and commissioning of 
services to reduce alcohol harm have not been tailored 
to local needs. 

Drug Action Teams were also identified as a source 
of disparities in provision of alcohol services. Most DATs 


(81 %) have a remit for alcohol and drug services, 
although there is often a lack of clarity as to who 
within the PCT or DAT is responsible for commissioning 
alcohol services. The patchwork of service provision is 
reflected in an 8-fold difference in access to treatment. 
Commissioning is skewed towards providing services 
for drug misusers due to the ring fenced nature of drug 
treatment budgets. Even 25% of the new Choosing 
Health funding for alcohol had been diverted to other 
priorities. Further, the NAO concluded that at a regional 

"THE MAIN LEVER IS FUNDING" 

level strategic "action on alcohol has been limited..." 
The report also highlights a lack of clear national 
guidance from the Department of Health and the 
Home Office on the "remit and local accountability of 
Drug Action Teams in relation to alcohol, and how this 
fits with the Teams' existing accountabilities for illegal 
substance misuse." 

The effectiveness and cost effectiveness of alcohol 
interventions across the spectrum of alcohol misuse 
from brief interventions to specialist treatment are 
emphasised in several parts of the report. In contrast 
the NAO concluded that PCT expenditure as a whole 
was not currently cost effective. NHS trusts need to 


understand how to translate the evidence into 
"practical, well-evidenced resourcing decisions". 

So what can we make of this report? Will it make 
a difference? The most important aspect of the report 
is that it acknowledges the problems with development 
of alcohol services that many in the field have been 
pointing out for several years, including previous articles 
in SCANbites. The fact that these issues are published 
in an official NAO report to be presented to ministers, is 
likely to have more impact on policy than concerns 
raised by practitioners or interest groups. 

Also the report highlights several points of 
leverage in moving the situation forward. At a national 
level the Department of Health is urged to provide clear 
guidance for Regional Health Authorities, local PCTs 
and DATs on their responsibilities with respect to 
commissioning alcohol services. And indeed DH is 
developing a network of Regional Alcohol Offices from 
September 2008 with the role of advising 
commissioners and promoting best practice. The newly 
established National Alcohol Treatment Monitoring 
System should provide better information on actual 
demand for alcohol treatment. But this will not in itself 
drive improvements in access. NICE has a raft of alcohol 
initiatives to provide guidance on public health 
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interventions for alcohol misuse and treatment of 
alcohol dependence due in 2010 and beyond. It is 
hoped that these will influence service development and 
promote evidence-based commissioning. 

The new cross-departmental Public Service 
Agreement on alcohol and illegal drugs (PSA25) 
includes a performance indicator to bring down the 
number of alcohol-related hospital admissions. Again 
this may help to sharpen the focus of PCTs in 
commissioning cost effective treatments. However, the 
NAO report highlights some limitations and risks of the 
PSA: while it will provide a standardised measure of 
local alcohol-related harm and its consequences for the 
NHS, it may not act as a clear incentive to provide the 
full range of available interventions. Further, a third of 
PCTs have not included PSA25 in their operating plans 
or Local Area Agreements. The NAO urges DH to 
provide more persuasive evidence to PCTs to adopt this 
target, including forecasting of trends in alcohol-related 
admissions and particularly health costs at a PCT level. 

Ultimately, one can tinker with guidance and 
persuasion and collect more information, but, as 
pointed out in previous issues of SCANbites, the main 
lever in improving alcohol services in England will be 
funding. Either this needs to come from new dedicated 
resources for alcohol services in the next spending 
review or, more likely, opening up the pooled treatment 
budget to cover alcohol as well as drugs, with an 
allocation based on presenting need rather than 
diagnosis. From the perspective of people working on 
the ground with drug and alcohol misusers, the latter 
seems the more sensible and ethical approach, as there 
remains a gross inequity in the provision of care for 
these two groups, as highlighted by the NAO report. 

So the picture is not entirely gloomy. But, the cover 
of the NAO report features a painting of the 17th 
century Dutch artist Jan Havicks Steen entitled The Last 
Drop', which is a fitting metaphor for alcohol service 
funding in England. Given the rapid and continuing rise 
in alcohol problems in the UK, the government urgently 
needs to replenish the barrel. 
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Improving the Value of 
Drug Treatment Systems: 

Draft assumptions 

Dr Judy Myles, SCAN Policy Advisor 


The NTA is developing a model of drug 
treatment systems "which will set out 
treatment pathways for users of different 
types of drugs". This will be followed by a 
tool to "enable areas to combine their 
outcome and unit cost data for key 
substantial components of the drug 
treatment system described by this model 
and assess these against national 
benchmarks". 

The NTA emphasises that the development 
of this model is not a step towards the 
standardisation of treatment, neither is it 
setting out treatment pathways that differ 
from those contained within The 'Orange' 
Guidelines 1 or the raft of NICE guidance but 
it is a model to enable commissioners to 
analyse and plan local treatment systems. 

The draft assumptions 2 , recently released 
for consultation, are those that will 
underpin the proposed model of drug 
treatment systems in terms of cost, funded 
from the Pooled Treatment Budget and 
mainstream NHS funding. While this 
consultation document states clearly that 
the intention is not to standardise 
treatment and care or to replace existing 
mechanisms to estimate need, it also hopes 
that this model and its tool "will become 
invaluable to local partnerships in the 
analysis and planning of their local 
treatment system... that the agreed 
assumptions will populate a spreadsheet... 
to compare the relative cost of their drug 
treatment system against benchmark costs." 

SCAN members might well ask how can we 
comment on costing assumptions. Those 
being asked to comment on this model are 
"anyone who has evidence of what 
treatment is most effectively delivered to 
which drug users, in what settings and at 
what cost, this includes treatment service 
commissioners, providers, practitioners, 
users and their carers, academics and policy 
makers, but also those experienced in 
costing and defining treatment for other 
client groups". 

Addiction psychiatrists have a clear role in 
advising on effective treatments and will 
certainly have clinical views on which 
settings are most appropriate; including the 
need for inpatient provision and adequate 
facilities for their patients. However, we are 
less good at understanding the costs of 
treatment episodes or indeed influencing 
the debate with commissioners as to why 
treatment costs are higher for those with a 
higher level of, or more complex, need than 
that provided in the Tier 1 and 2 services, or 


by treatment services that look the same, 
within the non-statutory or private sector, 
but cost less as they exclude the more 
complex cases. 

The data on effectiveness is dependent on 
the accuracy with which it is collected; most 
clinical services struggle with data collection 
and there is a leadership role for addiction 
psychiatrists to encourage accurate data 
returns, as the funding received will 
increasingly depend on this. The NTA 
proposes that this treatment system model 
will link in with TOP and unit costs; we need 
to continue to seek more health-focused 
measures of clinical efficacy as TOP has very 
limited value to achieve this. 

Many of the assumptions in this 
consultation relate to cost, but not all. All 
the questions ask if the assumption or 
definition is correct or not, there is a space 
for comment and it can be completed on¬ 
line. This exercise does present an 
opportunity for discussion with budget 
holders and managers and for an improved 
understanding of the actual costs of 
treatments. The risk is that it will come 
down to 'one size fits all'. We therefore 
have a duty to not only get involved in this 
exercise but also to critically examine and 
articulate the needs of our patients to 
commissioners. This will require that we 
examine whether there are groups of 
patients who could be as effectively treated 
in less specialised services and may well 
result in case loads for specialist services 
becoming populated by complex/high need 
patients. 

SCAN members have a key role in 
explaining to commissioners which patients 
need which treatments and why and to 
resist financial imperatives over-riding the 
clinical needs of our patients. However, we 
also have a responsibility to understand 
better and to be more involved with the 
ongoing housekeeping of our services. 

We also need to remember that the current 
Unit Costing Exercise specifically excludes 
costs that relate to treatment in Mental 
Health Trusts, this is where most of our 
treatment systems currently sit, and we 
need to find strategies for these to be 
included, not forgotten, in this exercise. 

All responses to this consultation will be 
considered by the NTA before the final 
decision on the most suitable model for 
drug treatment systems and the tool. 

The consultation response pro forma can be 
found at nta.nhs.uk/areas/value 
improvement/default.aspx as can a draft 
version of the proposed prototype tool. 
Comments are required by 5th January. 
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“On life, art and addiction psychiatry ” 


An interview with Dr Judy Myles 

Judy is a senior lecturer in addiction psychiatry and honorary consultant at St George's, University of London. She is Clinical 
Director of post-graduate courses in addiction at St George's and has had a distinguished career in developing services, research, 
teaching and training. She has also worked as SCAN consultant psychiatrist policy advisor since 2007. As she retires from her post 
at St George's, Amy Wolstenhome interviews her for SCANbites about her career and reflections on the field. 


AW: What motivated your career in medicine 
and what was it that attracted you to the 
addiction field? 

JM: My father telling me that I couldn’t study 
medicine because I was a girl! I was an artist, 
and decided that I would do the pre-clinical 
years to become a medical illustrator but I ended 
up being a doctor because I really loved it. I’d 
never considered addictions until I did a six 
month placement on my training rotation at St 
George’s and found I was working with people 
who I felt really comfortable with. 

AW: You worked as a GP for many years before 
becoming an addiction psychiatrist, how do 
you think GPs and addiction psychiatrists 
should work together? 

JM: I was a GP for about eight years in the 
armed forces. I saw very little drug misuse but a 
lot of alcohol misuse and dependence, but there 
were no specialist services. GPs and addiction 
psychiatrists should be able to work together 
better. Psychiatrists bring psychiatry to 
addiction treatment, and GPs bring holistic 
medical care. Where addiction psychiatrists and 
GPs have professional relationships they work 
very well, to the benefit of their patients. We 
need to remember that actually our task is to 
meet the needs of the patient, and to sustain a 
constmctive dialogue to achieve this. 

The professional difficulties that arise are 
more about hierarchical structures, and I often 
find myself in competition with others outwith 
the system in which I work. We need to 
recognise these structures exist, identify what’s 
good about them, and then work out what we 
can contribute, and what others contribute. 

AW: You have been passionate about 
developing high quality treatment in this field, 
and have led several large regional and local 
services. What are the current challenges to 
achieving quality in treatment and how can 
they be overcome? 


JM: There’s a question! I have been a 
consultant in addiction psychiatry for 18 years 
and when I first worked in SW England, there 
were very few specialist services. A period of 
expansion followed, lasting until about seven 
years ago. New addiction psychiatry posts and 
statutory services were created, the NTA was 
established as a special health authority to 
strategically deliver. I remember the excitement, 
but in the past 2-3 years there has been a change 
in commissioning arrangements and services 
are being scrutinised primarily for offering ‘best 
value’. 

The needs of the individual patient have 
become secondary to the need to promote 
community safety, and the criminal justice 
agenda, has overtaken the health agenda. All of 
which has left doctors in a very difficult 
position. But I don’t think we are adept enough 
at promoting what we’re good at and why we’re 
needed. So a major challenge is to work out 
what it is we do, why we do it, what happens as 
a result, and then get out there and make sure it 
is heard within this commissioning agenda. 

AW: So what do you think addiction 
psychiatrists uniquely bring to the field? 

JM: I’d like to point out that everybody who 
works in addictions brings something unique to 
the field and a better understanding of this 
would help provide better treatment. We as 
addiction psychiatrists are well trained, firstly as 
doctors and sometimes also in general practice. 
We have training in general adult psychiatry, 
where 40-50% involves drug and/or alcohol 
misuse behaviours. Therefore addiction 
specialists or not, we already have a knowledge 
base about the impact of addictions on 
psychological wellbeing. 

Social workers and psychologists are 
trained in these respective aspects of addiction, 
but we are trained in the social, psychological 
and biological and therefore uniquely placed to 
bring these together. Consultants are trained to 


be leaders, decision makers and are well 
supported in those functions with clear lines of 
management and supervision to keep us safe 
and healthy in our practice. We have a unique 
support system facilitated by SCAN; the Royal 
College provides regulations to guide us, as 
does the GMC. We are trained in audit and we 
should actively audit our local populations, and 
the outcomes of our treatments. We are trained 
in research methodology and we should all be 
engaging in research to make sure that we 
contribute to the knowledge base in the field. As 
a package, this is unique. 

AW: We hear of many NHS services around 
the country being re-tendered and provided 
by the third sector with sessional medical 
input. What do you think will be the impact 
of this in the field and what should addiction 
services facing such threats be doing? 

JM: The impact on addition psychiatry posts is 
already being felt - several have been lost in 
the past couple of years. In terms of the field, it 
depends on how these services are provided. 
The problem with sessional ‘medical’ input is 
that there is no definition beyond that. 

It doesn’t allow for strategic leadership, 
nor for clinical audit to be led, which is one of 
the things supposed to inform the unit costing 
exercise nationally. It doesn’t allow for 
training of junior doctors within the 
requirements of educational supervision from 
the Royal Colleges nor does it allow for 
multidisciplinary team working or the 
development of professional relationships with 
primary care. 

The risk is shop-style substitute 
prescribing services, which are unable to 
adequately identify comorbidity with mental 
illness or with psychiatric symptomatology 
secondary to substance misuse. The clinical 
governance pillars of practice could be lost, 
jeopardising safety and training. Research 
would increasingly come from the major 
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centres which may or may not translate into 
practice where the population is different to 
those recruited into such studies. Without 
training, addiction psychiatry would disappear, 
and perhaps even the addictions treatment field 
altogether. 

AW: And so what is it that we currently do not 
do well in addiction treatment, and how can 
that be improved? 

JM: We could improve on gathering the salient 
information on individual and local population 
need, and having it heard by local 
commissioners and commissioning 
partnerships. 

We are confused by criminal justice 
funding streams. While we know that engaging 
addicted patients in treatment reduces 
criminality, it should not be our primary driver. 
Although we need to be cognisant of the 
financial imperative, and pressures on us to 
continually do more for less, we, as doctors, 
should resist fast-tracking those that have been 
caught offending over those that are very ill or 
at risk of harm to themselves or others. We 
should use organisations like SCAN and 
RCPsych to collectively voice our concerns 
rather than individually trying to fight 
exhausting battles. 

Finally (and I’m guilty of not doing this), 
every time we do a piece of research we should 
make sure that it’s sent for publication to a peer- 
reviewed journal, because we do lots of 
interesting work and investigation and then we 
don’t always get around to publishing it. 

AW: Which people have you been most 
influenced by in your career and why? 

JM: Well, my father was a surgeon but a very 
humble doctor and the most useful thing that he 
taught me was that “the only dangerous doctor 
is the one that is afraid to say when they don’t 
know”. Huntington, because I love beautiful 
literature and his monograph on his career had a 



I am absolutely 
clear that 
SCAN should 
continue to 
support 
addiction 
psychiatrists 
and should 
remain 
autonomous 


huge influence on me as a medical student. 
Arthur Crisp of St George’s Hospital who, 
despite the fact that he knew I had three young 
children and was probably a poor bet as a 
trainee, offered me a place on the psychiatry 
rotation. Hamid Ghodse, who has offered me 
his encouragement and criticism in equal 
measure for the past 26 years. Jim Orford was 
the only other person who was as excited by the 
research potential of the closure of two huge 
psychiatric hospitals and the patients’ dispersal 
into the community. 

David Nutt is the most intellectually 
generous tutor, and encouraged me as a 
researcher with David Brooks at the Cyclotron 
Unit, where we were awarded an MRC 
programme grant to examine the 
neurobiological and the clinical aspects of the 
addiction. Lastly, my heartfelt thanks to my 
friend and colleague Cohn Drummond. 

AW: You have trained as an addiction 
psychiatrist, become an all-round clinician, 
educator and researcher, while at the same 
time bringing up a family. How have you 
managed it all? 

JM: It doesn’t seem like it was that difficult. 
When the children were very small I managed it 
with military precision and about three hours’ 
sleep a night. My two priorities have been my 
children and my profession. It did become 
problematic if somebody got measles: it was 
like a set of dominos tumbling over, but the 
good thing is that each one only gets it once! 
I’ve had tremendous fun, which allows 
anything to be manageable. And I am very 
stubborn, so if somebody tells me that I can’t do 
something, it’s like a catalyst. 

AW: You have been very involved with SCAN 
since its beginning and more recently as 
consultant psychiatrist policy advisor. How 
would you like to see SCAN developing in the 
future? 


JM: I’m absolutely clear that SCAN should 
continue to support addiction psychiatrists and 
should remain autonomous. 

The best systems are those with both 
managerial and clinical components and 
SCAN’s role is in leading the clinical part of 
that, despite the difficulties that make it 
challenging. It’s best placed to unite the 
voice of the senior professionals within 
addictions, and it should continue to strive to 
do that to improve services for our patients. 

It should be responsive to its membership 
and engage in collaborative dialogue with 
the other lead organisations involved in the 
delivery of treatment to these patients, e.g. 
psychology and nursing. 

I would like to see SCAN provide 
components of training that are highly specific 
to addiction psychiatiy but difficult to access, 
and I think it should lead and facilitate national 
audits of clinical outcomes of addiction 
treatment, because it is in a position to do so 
and otherwise this may not be done. 

AW: Although you are officially retiring I am 
sure that will not be the end of your 
involvement in the addiction field, but what 
are your other plans for the future? 

JM: When I work out the answer to that 
question I’ll send you a postcard! I don’t feel 
that I’m retiring. I’m remaining on the 
Addictions Faculty Executive at the College, 
and a member of the Perinatal Section 
Executive. I’ve accepted honorary senior 
lectureships at the Institute of Psychiatry and St 
George’s which will allow me to be more 
actively involved with research. I’ll return to 
work early in the New Year, but I can now 
choose what I do! I will also continue to be as 
involved in SCAN as is useful, and I wish it 
well in the future. 

AW: Equally we wish you all the very best for 
your future. 


I've had 
tremendous 
fun which 
allows 

anything to be 
manageable 
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NURSE PRESCRIBING 


Non-medical prescribing in substance misuse 

The non-medical prescriber view 



Caroline Frayne, 
Nurse 
Consultant, 
CNWL NHS 
Foundation Trust 
Addiction and 
Offender Care 
Directorate 



There have been a number of NHS 
reforms designed to ensure accessible 
and effective care for patients with 
improved access to medicines. 
Another focus has been to develop a 
competent, skilled, and modern 
workforce through improved 
communication and better 
multidisciplinary working 1 ^, since 
May 2006, qualified nurse and 
pharmacist independent prescribers 
have been able to prescribe any 
medicine, within their level of 
competence, for any medical 
condition. This also includes some 
controlled drugs for specific medical 
conditions. 

Reducing waiting time for 
treatment is seen as an outcome in 
the successful implementation of 
non-medical prescribing, in addition 
to offering more choice for substance 
misusers 3 . Medical time may then be 
freed up for the management of 
more complex cases, and the 
improved skill mix might lead to 
enhanced service design. 

The first few non-medical 
prescribers (NMP) in the substance 
misuse field were very much pioneers. 
They were extending their practice in 
a field where prescribing carries a 
higher level of risk than in other 
clinical areas. In addition there was a 
certain amount of scepticism about 
the wisdom of non-medical 
prescribing coming from both 


medical, nursing and pharmacy 
colleagues. The maxim of 'NMPs 
maintaining practice within 
competence' has become a mantra 
for NMPs in training. 

The Nursing and Midwifery 
Council states that the training 
programme needs to equip nurses 
and midwives with knowledge of the 
principles of prescribing to enable 
them to be safe, effective and cost- 
effective prescribers. NMPs are 
experienced nurses and pharmacists. 
Aspiring NMPs are required to have 
significant clinical experience, the 
support of their manager and an 
identified Designated Medical 
Practitioner (DMP), normally the 
consultant from within their own 
field of practice, to act as a 
supervisor, before commencing NMP 
training. The prescribing qualification 
results from a rigorous training, 
assessment and examination process 
to ensure maintenance of prescribing 
standards and patient safety. 
Candidates undertake supervised 
practice with a DMP and submit a 
professional practice portfolio 
detailing evidence of competencies 
achieved across the following 
domains: 

• Assessment and consultation 
processes 

• Clinical and pharmaceutical 
knowledge 


• Establishing treatment options and 
communication with patients 

• Prescribing effectively, safely, 
professionally, prescribing in 
context by using information and 
resources 

• Prescribing within the parameters 
of the NHS and as a 
multidisciplinary team member. 

Post-qualification, the challenge for 
all addiction services is determining 
how to integrate non-medical 
prescribing into clinical practice and 
clinical governance structures. A risk 
is that pressure of work, and 
particularly, pressure of NTA targets, 
causes drift from initial service 
designs with NMPs required to take 
on prescribing responsibility for 
greater numbers and/or patients 
with greater complexity than was 
originally envisaged. This naturally 
highlights the essential role of 
the relationship with the DMP, 
clinical supervision, auditing practice 
and continuous professional 
development (CPD). 

Nationally, similar challenges are 
faced by NMPs such as accessing the 
required peer support to explore 
solutions to problems, whilst 
maintaining safe and effective 
practice. With this in mind, a national 
peer support network for aspiring or 
practising NMPs, (nurses and 
pharmacists) and psychiatrists in 
addictions has been developed. The 
inaugural meeting was held in 
November 2006 of what was to 
become known as the National 
Substance Misuse Non-Medical 
Prescribing Forum (NSMNMP Forum). 
The aims of the Forum are as follows: 

• To provide a forum where non¬ 
medical prescribers can exchange 
experiences and share and 
disseminate good practice, to 
explore problems and challenges 
and enable peer support and 
extend professional networks 

• Contribute to the continuing 
professional development of its 
members via educational 
presentations and facilitating peer 
learning by discussion and 
reflection 

• To provide a forum for consultation 
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The consultant psychiatrist view 


on documents and concepts 
pertaining to the development of 
non-medical prescribing in the 
substance misuse field 
• To influence policy makers and 
other professional organisations 
to promulgate non-medical 
prescribing in substance misuse 
field. 

The NSMNMP Forum has been a great 
success, and from small beginnings 
we now have a membership of over 
200 NMPs in the substance misuse 
field. A website in development 
(www.nmpsubstancemisuse.org) will 
enable us to circulate presentations, 
minutes of meetings, NMP policies & 
protocols, other documents of 
interest and communicate and 
support practice via discussion 
forums. 

A recent Nursing & Midwifery 
Council 4 circular on NMPs' continuing 
professional development 
requirements cites the principle of 
NMPs' accountability for maintaining 
competence and the means of 
acquiring such CPD. While the 
NSMNMP Forum may assist in this 
regard, a consistent theme of 
discussion in Forum meetings is access 
to other high quality CPD. It is helpful 
when we have feedback on positive 
training experiences so other Forum 
members can also benefit. 

The Forum now meets three times 
a year, in London, with a meeting 
being held in Leeds at the NTA 
regional office in November. For 
further details of the NSMNMP 
Forum please contact either 
mike.flanagan@surreypct.nhs.uk or 
caroline.frayne@nhs.net 
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Before you read any further, especially the 
non-medical prescribing sceptics amongst 
you, ask yourself (as doctors in addiction) 
the following questions: 

• Would you perform an appendectomy? No? 
Well maybe... on a desert island in a 
complete emergency! 

• Would you prescribe anti-rejection drugs 
post- organ transplantation? No, of course 
not! However, with your training and 
qualifications strictly speaking you can. 

Other questions to pose to yourself are: 

• Can you see where non-medical prescribing 
might actually be useful, improve the running 
of your service and free up some medical 
time? 

• Can you see it working? Would you be able 
to cope with it? Or are you someone who 
likes to do most things yourself, can you 
delegate or is that too 'stressful'? (A view 
held by many of my general colleagues.) 

• Are there staff who would not 'be up for it'? 
In my mind, this whole topic is about 
competencies, working within them with a 
clear framework and supervision structure. 

I became interested in non-medical prescribing 
6-7 years ago whilst in a busy job, single- 
handed, covering drugs and alcohol in 
community and inpatient settings. After a series 
of rather uninterested junior staff I looked 
around for a course/status that could 
'legitimise' creative PRN and detoxification 
regimes in my inpatient unit which were really 
being managed by the nursing staff. 

At that time I had the very capable 
outspoken Glaswegian ward manager in mind 
as someone who would be able and I could 
'trust' to do this. Surrey University had started a 
non-medical prescribing course and he was 
keen. I treated the nurses as junior doctors 
during their training, their presentations were 
similar as were the clinical and management 
discussions we had. 

There are things that were difficult and 
need to be considered: 

• Do you want to spend the time doing 
supervision during the course? 

• Are you able to say no if a cavalier member of 
staff wants to go on the course, but you feel 
would not be suitable? 

• Are you willing to continue supervision after 
they have qualified? Have you able middle 
grade doctors who could help you with this 
longer term? 

• And does your trust have a robust 
mechanism around 'inheriting NMPs'? 

Since the ward manager, 30+ nurses have done 


the course but many are still not practising in 
the trust, I think often as there is not enough 
support from the consultants to drive it forward 
in their own services. Within my service there 
are now four, and one about to start: the ward 
manager and deputy, the home detoxification 
lead nurse and a senior community nurse (there 
are four others in addiction in other parts of my 
trust). 

Having been to the national fora I am 
aware that there is a great deal of variation in 
the policies and procedures that have been 
established to accommodate the non-medical 
prescribers within NHS mental health trusts. In 
PCTs it seems simpler, if in my view, less 
controlled, where they qualify and can dispense 
from the BNF: a different story from most NHS 
mental health trusts. 

My understanding is that most trusts have 
allowed supplementary prescribing but not 
independent prescribing. Our trust has a 
process by which the non-medical prescribers 
can proceed to independent prescribing after 
further training and an interview demonstrating 
their portfolio of supplementary prescribing 
cases. 'The preceptorship pathway' is the 
process. 

Once able to independently prescribe, a 
'formulary' is established by the supervising 
consultant in the relevant clinical area and 
discussed in the trust's Medicines Management 
Committee. 

In my service this has enabled the inpatient 
unit and the home detoxification service to run 
in a more efficient way needing less medical 
time. 

The formulary is limited: one side of A4. It 
was established by looking at all drugs 
prescribed in the inpatient unit and home detox 
service over a 12-month period. It does not 
include controlled drugs; they are only 
prescribed in a supplementary way using the 
Clinical Management Plans (CMP). I'm afraid 
I'm not brave enough for that yet! 


Dr Marian de 
Ruiter, consultant 
addictions 
psychiatrist. 
Windmill Drug and 
Alcohol Team, 
Surrey and Borders 
Partnership NHS 
Trust 



Lastly.... 

The other rather humbling fact is that the 
non-medical 
prescribers get 
taught and 
appreciate the 
gravity of prescribing. 

How many of us 
actually 'think through 
the process. We were 
just given the 'honour' 
on graduation day! 



We were just given 
the honour on 
graduation day 
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VIEWS NTA Unit Costs Project 


Local variation in costs and penetration of services for drug 
misuse, and a national drive for savings of £50m a year by 
2010/11, resulted in the Unit Cost Project. The NTA and Audit 
Commission undertook the project initially based on the NDTMS 
data for 2004/05. The stated aims for the project are: 

1. to enable local partnerships to 'secure high quality effective 
services at the best price' 

2. 'to gather workforce planning data on the proportion of staff 
who have a recognised competency-based assessed 
qualification that equips them to work with vulnerable adults' 



THE NTA VIEW 

■ 

1 

THE CLINICIAN'S VIEW 


So why is this exercise needed? 

Since 2001, central government has invested 
around £2bn of new money into drug 
services in England. The relative costs of 
engaging an individual in the treatment 
system (when adjusted for differing market 
costs across the country) shows that some 
areas are providing treatment places at one 
fifth of the cost of others. The NTA decided 
to run the unit costs exercise in order to 
support local treatment systems in driving 
efficiencies to enable reinvestment into 
other areas of client care. 



What are the implications of this study for 
services? 

There is a misconception amongst some 
that the NTA believes that if it gets enough 
data into a computer sitting on a desk in 
Hercules House in London then it will be 
able to deduce, without error, the relative 
efficiency of 149 drug treatment systems. 
This is clearly not the case. Services that 
effectively serve the local population can 
only be achieved through a robust and 
ongoing needs assessment process 
conducted in partnership between 
commissioners, clinicians, users and carer 
representatives. 

Information derived from the unit costs can 
only result in local stakeholders being able 
to ask themselves better questions - not 
provide definitive answers. 

For example, the unit costs exercise may 
indicate that an area is five times more 
expensive for each individual commencing 
treatment when compared to national or 
regional averages, or to other areas with 
similar client profiles. However, if local 
stakeholders discuss this and decide that 
there is a clear, cogent rationale as to why 
this may be the case (which the unit cost 
exercise has not taken into account) then 
this is the end of the matter. However, if an 
area decides that there is a genuine 


potential to improve efficiency then the 
NTA regional teams are ready to support 
this process. 

How does it enable commissioners to 
balance the competing priorities of quality 
and quantity of services? 

The NTA unit costs exercise is part of a 
wider programme that aims to triangulate 
local data to give local partners better data 
to contextualise their system. If there is an 
area that is twice as expensive as another, 
this tells nothing other than one system 
costs more than another. The Treatment 
Outcomes Profile (TOP) will show how well 
investment returns client outcomes in the 
two treatment systems. 

NEEDS 

ASSESSMENT 


DRIVES LOCAL DRIVES 

ECONOMICS EFFICACY 

TREATMENT 

EFFECTIVENESS 

UNIT TREATMENT 

COSTS OUTCOMES 


DRIVES 

EFFICIENCY 

And does it disadvantage people with 
complex needs? 

The local Needs Assessment should also be 
brought into this equation as an area may 
be delivering good outcomes at a relatively 
efficient cost, but if there are significant 
numbers of people with complex needs sat 
outside the system (or dropping out before 
they can accrue benefit from being in 
treatment) then the Needs Assessment 
process is designed to highlight this. 

Colin Bradbury, Treatment Delivery 
Manager, NTA and SCAN Policy Advisor 


It is eminently desirable for all drug 
services to understand the cost of the 
treatments they provide, particularly 
since the 2006/7 unit cost exercise 
revealed significant cost variations for 
similar components of treatment. 

The exercise for 2007/08 states "it is in 
everyone's interest to understand why 
such costs vary and to be able to give 
commissioners and providers comparable 
data to help all understand what works 
well and where improvements can be 
made". 

Such clinical and financial imperatives 
are the business of us all but we just need 
to be sure we don't end up comparing 
carrots with parsnips as they are quite 
different! 

The Unit costs project aims "to secure 
high quality effective services at the best 
price" by giving comparable data to 
inform commissioning decisions. 

It also acknowledges that the current 
National Schedule of Reference Costs 
already includes a small number of 
reference costs for substance misuse but 
states that these are "very high level and 
relate primarily to initial and follow-up 
appointments in mental health trusts - 
they therefore cannot be used by local 
drug partnerships to cost a likely or 
optimal pathway of care". 

This would appear to leave addiction 
psychiatry, and any patient with complex 
needs, out in the cold, and commissioners 
with a problem when it comes to 
commissioning services for patients 
requiring Tier 3 and 4 services. It is 
estimated that 40% of patients with 
substance misuse problems, who seek 
treatment, are suffering from mental 
illness, most commonly affective disorders; 
a further 60% are estimated to be 
suffering a significant personality disorder. 
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The project guidance document (July 2008) goes on to state that 
'It is in everyone's interest to understand why such costs vary and 
to be able to give commissioners and providers comparable data 
to help all understand what is working well and where 
improvements can be made'. 

So what are these 'comparable data' that help to form the basis 
of commissioning decisions? They consist of five components: 

1. Cost items - these are further sub-divided into: 

a. Direct pay costs (for all clinical groups) 

b. Direct non-pay costs (e.g. drugs and dispensing costs, rents) 

c. Indirect/overhead costs (e.g. capital costs/HR/corporate 
charges etc) 

2. Activity data (from NDTMS activity data) 


3. Workforce data (proportion of staff in the 'drugs worker' 
category with competency qualification of NVQ 3 or equiv) 

4. Prescribing data 

5. DIP services (only those currently reporting to the NDTMS) 

Many services describe the task of data collection as onerous and 
acknowledge the limitations of what can be collected. So why is 
this exercise needed? What are the implications of this study for 
services? How does it enable commissioners to balance the 
competing priorities of quality and quantity of services? And does 
it disadvantage people with complex needs? 

The full guidance at: www.nta.nhs.uk/areas/unit_costs/docs/ 
unit_costs_guidance_part1_revised_aug08.pdf 



There is a significant risk that 
multidisciplinary drug teams, usually 
provided within mental health services, will 
be simply be seen as more expensive by 
local commissioning partnerships in 
comparison to services providing street 
access and counselling services unless 
there is an effective mechanism for local 
morbidity and comorbidity to be 
considered. 

Although, the guidance states that 
"no conclusions on efficiency savings can 
be made by using the unit cost 
information in isolation. It will be the 
interplay and cross-referencing of local 
data, local needs assessment and other 
sources of evidence on efficiency or 
effectiveness". 

My experience as a clinician is that 
such cross-referencing does not take place 
effectively and that local needs assessment 
does not take place unless undertaken as 
part of a research project. 

All addiction psychiatrists need to take 
a leading role in ensuring that data 
collection is seen as important across their 
services, seek feedback on performance as 
rapidly as possible, lead local needs 
assessment by collating data on clinical 
caseloads, particularly comorbidity, 
establish dialogue with commissioning 
partnerships to make sure that their 
patients' needs continue to be met 
through the delivery of a range of services, 
including those provided within Mental 
Health Trusts and return those with less 
complex needs to less highly skilled 
providers. 


Dr Judy Myles , Senior Lecturer/Consultant 
Psychiatrist Lead Clinician, St George's, 
University of London and South West 
London and St George's Mental Health 
NHS Trust and SCAN Policy Advisor 


THE SERVICE USER'S VIEW 


I'm a little embarrassed to admit it, but whenever 
the drugs field starts complaining about 
something, my kneejerk reaction is to 
automatically assume that it's a good thing. For far 
too long, services were run for the benefit of 
practitioners rather than clients, and the majority 
have had to be dragged kicking and screaming 
into the 21st century. 

'Oh, the requirement for data is far too onerous', I 
hear them squeal. Well, I'm married to a legal aid 
lawyer, and the requirements of the Legal Services 
Commission make the data needs of the drugs 
field look like a walk in the park. It's what you get 
paid to do. I don't much like having to see a doctor 
to get my methadone, but that's the way the deal 
works. 

From a patient's perspective, we've seen huge 
improvements in drug treatment over the last 
seven years. Nevertheless, there are still some 
lousy services out there. The recipients call our 
helpline on a daily basis. And there don't seem to 
be an awful lot of incentives for them to improve. 
The possibility that some of these services might 
get decommissioned appears to have the effect 
of focusing the mind wonderfully, as outdated 
and unhelpful or punitive practices that were 
once inviolate, all of a sudden fade into history. 

But without accurate information about how 
those services are performing, commissioning 
remains akin to the process of the old dirty deals 
in smoke-filled rooms. How on earth is any 
commissioner able to judge whether a service is 
effective, or whether it provides value for money 
without this kind of information? 

That isn't to say that I don't have some concerns 
about the process. I worry that a move towards a 
straightforward unit cost model might fail to 
reflect the degree of heterogeneity in the system. I 
worry that those areas with a higher degree of 


complex need - those with large homeless 
populations, or higher incidences of dual diagnosis, 
for example - might be measured in the same way 
as those areas where patients have much higher 
reserves of recovery capital they can draw on. I 
worry that there will be pressure on services to 
move away from creativity, flexibility and 
innovation in their approach, as we move towards 
a system that focuses on the lowest common 
denominator. 

But I don't worry an awful lot about these 
things, because I see no reason to believe that 
these forces aren't actually happening right now 
- they're simply not recognised or 
acknowledged. I don't see an awful lot of 
flexibility, creativity and innovation about, and I 
do see people with complex needs being let 
down by the system. Providers sometimes tell 
me that it's because of financial pressures, but 
how do we know it isn't due to their inefficient 
practices? At the moment, we're forced to take 
these things on trust - and after the highly 
critical reports of the Audit Commission - the 
first real external scrutiny the field ever 
received, you'll forgive me if I'm somewhat 
disinclined to go along with that. 

Having good, accurate data about things like costs 
and the kind of workforce we employ allows us to 
have a real debate about priorities in how we 
allocate scarce resources, and make proper, 
informed decisions about our priorities, who we're 
going to fund and what we hope to achieve by 
doing so. That's the basis on which I'd expect other 
areas of government spending to be determined; 
why should drug treatment - now a massive 
industry consuming millions of pounds of public 
money - be exempt? 

Peter McDermott 

Press and Policy Officer, The Alliance 
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REVIEW 


The future of harm reduction 

Caroline Cooper 


Dr Caroline 
Cooper, SpR 
Nottinghamshire 
Healthcare NHS 
Trust and 
SCAN Trainee 



“Moving more people to 
abstinence 
will increase 
the death rate.” 


Matthew Hickman, ■ 

The Science of Harm ^ 


Reduction, SCAN 

Conference 2008 


WE KNOW THAT injecting drug users (IDUs) 
are susceptible to a range of infections, both 
viral (spread largely through transmission of 
bodily fluids, particularly infected needles) and 
bacterial (wound infections and from 
contaminated drug supplies), with high 
morbidity and mortality. 

Shooting Up, the Health Protection Agency's 
2006 publication relating to infections among 
IDUs, was updated last year 1 . The report 
provides a summary of the evidence for the 
prevalence of viral and bacterial infections 
associated with intravenous drug use in the 
UK, and the changes in such rates. It discusses 
the uptake of voluntary confidential 
diagnostic testing and vaccinations and the 
behaviours associated with an increased risk 
of developing infections. Homelessness is 
significantly associated with increased rates of 
infections, and this is highlighted throughout 
the document. Recommendations are made 
for the commissioning of services for drug 
users in the light of this evidence and for 
further public health surveillance and research. 

So why is this important? 

First, harm reduction measures run throughout 
clinical guidelines (e.g. NICE guidelines on 
methadone, buprenorphine, opioid 
detoxification and psychosocial interventions), 
and are a prominent part of assessing our 
clinical outcomes (the TOP forms). Models of 
Care for Drug Misusers also highlighted harm 
reduction in all tiers of treatment in the 2006 
update 2 . Second, infections carry a significant 
health burden at individual and population 
levels. Wound infections at injection sites are a 
common problem (reported by over one-third 
of IDUs in the past year) and can have very 
serious outcomes such as sepsis and skin 
necrosis, endocarditis and osteomyelitis. Less 
common bacterial infections such as tetanus 
(particularly in those who inject 
subcutaneously) and botulism may require 


admission to an ITU with a long recovery 
process. 

Blood-borne virus (BBV) infections often 
follow a chronic course. 80% of those with 
Hepatitis C, and 10% of those with Hepatitis 
B develop chronic infection, which greatly 
increases the risk of developing cirrhosis and 
hepatocellular carcinoma 3 . Antiviral 
therapies have approximately a 50% chance 
of clearing HCV, so the identification of HCV- 
positive IDUs is important. The Royal College 
of Physicians recommended that "a high 
priority for case finding should be given to 
former injecting drug users, especially those 
over 40, who are likely to have a stage of 
disease (Hepatitis C) which would benefit 
from treatment". Combination antiretroviral 
therapy for HIV has led to increases in 
survival and quality of life, such that HIV is 
now considered a long-term chronic 
condition rather than a fatal disease, with 
life expectancies two-thirds that of the 
general population 4 . 

Many of these health risks are avoidable - BBV 
spread can be dramatically reduced by using 
clean needles, and hygienic injecting practices 
reduce wound infections. Vaccines are 
available for hepatitis B which are 95% 
effective. 

So what works? 

In addition to vaccination of those at risk, and 
prompt identification (allowing the possibility 
of treatment) of those carrying BBVs, great 
reductions in harm have resulted from 
substitute prescribing, retention in treatment, 
and the use of needle exchange programmes 
(NEX). Shooting Up discusses the benefits of 
NEX programmes, as well as concerns about 
their variability (such as provision of sterile 
water, swabs, mixing containers, citric acid, 
and filters). Additional services are offered by 
some NEX programmes, including face-to- 
face advice and, in about 50%, on-site 
vaccination. 

Report recommendations 

Shooting Up recommends that priority should 
be given by those commissioning community- 
based services, to prevent infection spread 
among IDUs, and reduce the harm these 
infections cause. They suggest that IDUs 
should be provided with information and 
practical advice on safer injecting practices, 
and make recommendations for services and 
research (see box). 
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Practical advice to IDUs 

• avoiding injection site infections (with 
health checks available for these) 

• disposal of used equipment 

• preventing BBV transmission with access 
to vaccination (hepatitis A and tetanus in 
addition to hepatitis B) 

• accessing voluntary confidential testing 
services 

Recommendations for services 

• simple referral pathways for those 
wanting to change their drug use. 

• effective responses to high risk situations 
i.e. homelessness, using crack cocaine 
and groin injecting 

• enhance inter-agency partnerships to 
improve access to advice and treatment. 

Recommendations for research 

• prioritise research into the prevalence of 
viral infections (the Unlinked Anonymous 
Prevalence Monitoring Programme is the 
main data source in the report) 

• increase research into the risk factors and 
costs of bacterial infections 

• monitor the extent of provision of NEX 
services 

• develop and pilot novel harm reduction 
services 


Conclusion 

Recent discussions focusing on the return to 
abstinence-based treatment services have 
implications for the future of harm reduction 
strategies. Retention in treatment (be it 
pharmacological or psychosocial) is important 
in reducing not only the harm from infections, 
but also in reducing the risks of overdose and 
the overall death rate. The critical period for 
overdose follows disengagement from 
treatment - over 2% in the first month (after 
adjustment, 26 times higher than overdose 
during treatment), which is likely to be related 
to a loss of tolerance to the toxic effects of 
heroin when resuming consumption after 
abstinence 5 . Dropping out of treatment may 
also be associated with shame and a 
consequent reluctance to return to treatment 
agencies, even to low-intensity interventions 
such as NEX, thus increasing the risks of 
needle sharing and other risky behaviours. By 
pushing the 'recovery agenda' for patients 
who are not ready for abstinence, there is a 
risk that relapse rates will increase. 
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SCAN trainees' ideas for 2008-2009 
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I HAVE recently been fortunate to join 
SCAN as an ST5 trainee, along with my two 
SpR colleagues Aideen O’Kane and 
Caroline Cooper. At our first meeting with 
the SCAN team in August 2008 we were 
asked to think about our aims for the next 
year as the SCAN trainees for 2008-9. We 
have been presented with this unique 
opportunity to get actively involved in the 
field of addictions with a particular 
emphasis on using our viewpoints on 
training as ST4-6 or SpRs. 

Over the last couple of years there have 
been enormous changes in the structure of 
medical training in this country as a result 
of Modernising Medical Careers (MMC). 
The tried and tested progression in 
training from SHO to SpR to consultant has 
been replaced with Specialty Training posts 
over a six year period, which were initially 
offered on a run-through basis but have 
now been uncoupled for future trainees. 
Also, and more worryingly, MMC has 
unwittingly served to create a generation of 
tired and disillusioned doctors that have 
had their aspirations shattered by an unfair 
and unpredictable system. The knock-on 
effects of this whole process on addiction 
psychiatry are likely to be widespread and 
potentially damaging. It is therefore vitally 
important for us, as SCAN trainees, to 
focus our attention on some of these 
issues over the next year. We will be 
looking at two main areas; what are the 
current training opportunities in addictions 
for junior doctors, and how do we best 
engage with our cohort of trainees to 
ensure that they feel supported and not 
forgotten about. 

First, we will be looking at current training 
opportunities. In 2006 SCAN undertook a 
national survey of SHO training posts in 
addiction psychiatry as a direct result of 
concerns that addiction psychiatry might 
be disadvantaged following the 
introduction of PMETB, and also due to 
possible concerns about the impact of the 
“MMC initiative”. This mapped out the 
availability of SHO training posts in 
addictions across the country, and 
provided a very useful baseline for future 
surveys. What we are hoping to do over the 
next year is to build on this initial database 
of information by conducting another 
national survey Of particular interest will 
be to look at whether MMC has resulted in 
a reconfiguration of SHO posts at the 
expense of addictions as a specialty. It will 
also be a good opportunity to question the 


trainees currently in ST1-3 
addictions posts as to their experiences 
and levels of satisfaction. As has been 
mentioned in a recent SCANbites, a 
psychiatry training scheme in south west 
England has been advising specialist 
registrars against a career in addiction 
psychiatry because of the increasingly 
hostile commissioning environment. If this 
were to become more widespread it would 
have a drastic effect on the uptake into 
addictions training and ultimately in the 
numbers of addictions psychiatrists. Our 
new survey will attempt to look at these 
complex issues and gauge the opinions of 
current junior trainees. 

The second main area of interest for us as 
SCAN trainees will be about effectively 
engaging with our fellow colleagues in 
training. 

Due to the large geographical spread of 
addictions trainees across the country it is 
difficult for us to meet each other regularly 
The best opportunity for that lies in the 
annual SCAN conference for SpRs and 
newly appointed consultants. I attended 
my first one this year and found it to be not 
only a very enjoyable and stimulating 
event, but a great way to meet my 
contemporaries. Part of our remit as SCAN 
trainees is to be actively involved in 
planning and organising this annual 
conference, and this is a process in which 
we are already engaged. This will also 
include making sure that SCAN and its 
conferences are well publicised to all 
psychiatric trainees who may be interested 
in addictions. 


The other main way to support each other 
as addiction trainees has been through the 
SCAN website and discussion forums. 

There is an active and well-used general 
discussion forum for all SCAN members, 
but it seems to be mainly used by the 
consultant body There is a separate SpR 
forum which in the last couple of years has 
begun to stagnate a little. Over the next 
year we are hoping to revitalise the use of 
this forum, making it a meaningful and 
enjoyable way of communicating with our 
peers. We will be staying in touch with the 
SpRs and ST4-6s by email and trying to 
encourage them to drop in on the SCAN 
website on a regular basis. 

There are of course many other areas that 
we will be getting involved in over the next 
year as SCAN’s special interest trainees, and 
we will look forward to sharing our 
experiences with you as they happen. 


Dr Julian Henry, 
ST5 trainee. 
West London 
NHS Mental 
Health Trust and 
SCAN Trainee 
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HOW TO GET STARTED IN RESEARCH 


Training service users to conduct clinical audit and 


Service user involvement has become an increasingly important concept in UK health and social care provision over the past 20 years. 


SUCH AN APPROACH may have advantages 
for treatment services by making them more 
sensitive to patients' issues and preferences, 
and can also empower individuals by giving 
them greater control over their lives, building 
confidence and self-esteem, and initiating 
mutual support mechanisms 1 ' 2 . 

However, it has been recognised that 
drug users may experience particular 
problems that make their involvement in 
service planning and delivery more 
problematic. For example, it can be hard to 
involve individuals who lead chaotic and drug 
or alcohol dependent lives, particularly when 
they breach service protocols 3 . 

Furthermore, the idea that addiction is a 
problem that an individual brings upon 
themselves can lead to blame, and may 
undermine their rights to determine their 
treatment. Finally, many agencies have 
struggled to find a way to involve their service 
users in meaningful activity, and government 
demands to demonstrate user involvement 
have meant that user activities are sometimes 
seen at an organis ational level as another 
formal procedure to be ticked off a list 4 . 

The past 20 years have also seen a drive 
to systematically improve quality within health 
services, and both clinical audit 5 and 
research 6 have been identified as key 
components in the clinical governance 
process. However, although the recruitment 
of drug users to act as 'privileged access 
interviewers' to interview other users not 
actively in treatment has been reported in the 
research literature 7 , examples of active service 
user engagement in clinical audit or research 
projects are rare. This article describes a 
project in Birmingham that aimed to test the 
feasibility of providing training in research and 
audit methodology to users of local drug 
treatment services. 


Dr Ed Day, Senior 
Lecturer in 
addiction 
psychiatry. 
Department of 
Psychiatry, 
University of 
Birmingham 
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Early stages 

In late 2006 the Birmingham Drug Action 
Team (DAT) funded a project to test the 
feasibility of training volunteer service users in 
the principles and practice of conducting 
clinical audit and research, and to encourage 
them to design, conduct and analyse a simple 
project that they felt was relevant to their 
experience of clinical services. It was also 
hoped that involvement in the project would 
be enjoyable, meaningful and productive for 
the users concerned, and might lead to 
benefits in terms of their own recovery. 

The project began in January 2007 with 
the recruitment of a full-time research 
associate (Natalie Lynch). A steering group 
was convened consisting of clinical 


researchers from the Departments of 
Psychiatry and Applied Social Studies at the 
University of Birmingham, the service user co¬ 
ordinator from Birmingham DAT, and three 
service users working within treatment 
organisations in the city. 

Advice was also sought from other local 
researchers, teachers, and clinicians with 
experience of involving service users in 
research. The project was designed to run 
over a 12-month period in two phases: the 
first would involve training service users to 
understand the principles of research and 
clinical audit, focusing on interviewing skills, 
which they would then put to the test in 
phase 2 by conducting their own projects. 

Advertisements were circulated to all 
providers of drug treatment services in the 
city, and the project was promoted at local 
events hosted by the DAT. Thirty-five service 
users returned expression of interest forms, 
and were invited to two 'taster' sessions 
which allowed them to meet the research 
team and find out more about what would 
be involved. A key aim from the outset was to 
involve users at various stages of treatment, 
including both those in maintenance 
treatment and individuals who were 
abstinent. 

However, it was agreed that a degree of 
stability was required to get the most from 
the course, and active problematic use of 
illicit drugs was an exclusion criterion. This 
was assessed by an informal interview with 
the research associate, but much of the 
'policing' of this issue was left to the student 
group throughout the project. A basic level of 
literacy was also required, and this was 
assessed through the completion of a 200- 
BOO word personal statement on the course 
application form, followed up in the interview 
with the research associate if appropriate. 

Phase 1: the training programme 

Training started in April 2007, and careful 
consideration was given to the structure of 
the sessions and the venue. The steering 
group identified two potential problems at 
early stage. Firstly, feedback from people 
attending the taster sessions highlighted a 
broad range of previous academic experience 
and achievement. Secondly, the potential 
students lived in different areas of the city 
and multiple short sessions over several weeks 
would be challenging for individuals using 
public transport. 

As a key aim was to minimise attrition 
from the course, it was felt that a residential 
component to the training would be 
beneficial. Ultimately all sessions were 


conducted at Fircroft College, one of only five 
residential colleges of adult education in the 
country, and with experience of working with 
individuals with drug and alcohol problems to 
help them return to full-time education. 

Training took place over a 4-week period, 
including a residential weekend. Each session 
was run by a member of the project group, 
assisted by a facilitator (a researcher or a 
clinician from local drug services). The process 
was supported by a course handbook including 
background materials and structured exercises 
to be completed in at the end of each session. 

Four strands of material were covered: 

1. Introduction to research and clinical audit 
This provided an overview of why audit and 
research are conducted, and how to 
formulate and test questions and hypotheses. 
Students were led through an exercise to 
demonstrate clinical audit in practice. 

2. Questionnaire design and research ethics 
The majority of the course focused on two 
core research skills - designing and using 
questionnaires, and conducting research 
interviews. Content included the importance 
of defining the aims and objectives of a 
questionnaire, the types of question available 
and how to use them appropriately. The 
importance of research ethics was considered, 
alongside confidentiality and anonymity. 

3. Interview skills 

Students were taught the need to build 
rapport, attend to verbal and non-verbal 
communication, and to be non-judgmental. 
Role play was conducted and students were 
observed and assessed on their interviews. 

4. Risk assessment 

The potential harm to a service user 
conducting a research interview was 
considered, as were potential risks to their 
mental and physical health. The challenges of 
discussing drug use whilst maintaining your 
own abstinence were discussed. 

A total of 25 hours' face-to-face teaching was 
delivered, alongside one-to-one sessions 
where requested. In addition, tutors from 
Fircroft College delivered sessions on using 
computers to assist project work, and how to 
use library facilities. Individual advice was also 
available on accessing further courses as part 
of the process of entry to Higher Education. 

Phase 2: the research projects 

Two brain-storming sessions were held with 
the students at the end of the teaching 
component of the course, where ideas for 
clinical audit or research were discussed. The 
group were helped to develop and refine a list 
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research in substance misuse services 



Dr Ed Day describes an example in practice. 


of ideas, and formed two research groups to 
tackle two of the suggested questions. With 
assistance from the project coordinator, the 
groups developed their methodology and 
instruments, and set about recruiting a 
sample. In order to motivate both students 
and potential participants, all interviewers 
were paid £10 for each interview completed 
and each interviewee given a £5 shopping 
voucher. Care was taken to ensure that such 
payments did not conflict with state benefits. 

Group 1 consisted of students who had 
experienced residential rehabilitation 
treatment and who wished to study service 
user perceptions of the level of aftercare 
support available in Birmingham. They 
developed a survey questionnaire and 
recruited an opportunistic sample of 12 people 
from aftercare and self-help groups. 

Group 2 were interested in exploring the 
extent to which treatment services addressed 
the perceived needs of their clients. Some of 
the group felt that treatment sessions with 
their drug workers focused on the physical 
side of addiction rather than psychological 
factors, and designed a questionnaire to 
explore this issue as part of a service 
evaluation. A total of 38 interviews took place 
at two community drug teams and elicited 
views on key working, care plans, and overall 
satisfaction with treatment. 

Both projects were written up as brief 
research reports. 


about their experiences, and three main 
themes emerged: 

1. Training and qualifications 

The majority of students found the training 
interesting and enjoyed learning about 
research. The qualifications were valued as a 
recognition of both the effort put into the 
course and of progress made in "living a 
normal life", and several participants 
subsequently registered for further courses. 

2. The development of new social 
networks Many students valued being part 
of a new social network. The group provided 
strong peer support, and many continued to 
meet socially even after the project ended. 
One student commented, "It's been really 
great to be part of a group where the focus 
isn't about our drug use or our past. It's 
been a really positive experience and I feel 
I've made some genuine friends." 

3. Increased confidence 

Some participants reported initial 
nervousness about taking part, mainly as 
they had few positive past experiences of 
education. Success in completing this course 
increased confidence levels, and more than 
half expressed a wish to be involved in 
future research projects. 

Two participants felt that some of the training 
sessions were too 'intense', and in particular 
the sessions involving assessing role play. 



Others felt that they weren't given enough 
freedom in choosing venues to conduct their 
projects (these were constrained by the need 
for ethical and R&D approval). 

However, overall the participants 
demonstrated that it was possible to train 
users of drug services in research 
methodology, and that these skills could be 
used to conduct simple service evaluation 
research. Birmingham now has a cohort of 
research-literate service users who have 
subsequently been invited back to participate 
in other projects around the city. 


REFERENCES 

1. Fischer, J. # et al. # Drug user involvement in treatment decisions 2007, 
Joseph Rowntree Foundation: York. 

2. National Treatment Agency for Substance Misuse, NTA Policy on 
Involvement of Users and Family Members. 2008, NTA: London. 

3. Neale, J., Drug users' views of prescribed methadone. Drugs: Education, 
Prevention & Policy, 1998. 5(1): p. 33-45. 

4. Rose, D., et al.. User and Carer Involvement in Change Management in a 
Mental Health Context: Review of the Literature. Report to the National 
Co-ordinating Centre for NHS Service Delivery and Organisation R&D 
(NCCSDO) 2002, NCCSDO: London. 

5. Department of Health, The New NHS: Modern, Dependable. 1997, 
Department of Health: London. 

6. Department of Health, Best Research for Best Health: Introducing a New 
National Health Research Strategy. 2006, Department of Health: London. 

7. Griffiths, P., et al.. Reaching hidden populations of drug users by 
privileged access interviewers: methodological and practical issues. 
Addiction, 1993. 88: p. 1617-1626. 


Outcomes 

Thirteen service users attended the first 
training session, with ten going on to 
complete the full training programme. It was 
felt to be important that students attending 
the training were able to see some tangible 
reward for their efforts. 

Therefore, all participants were given the 
opportunity of obtaining credits under the 
national Qualification and Credit Framework 
(see www.qca.org.uk), assessed by staff at 
Fircroft using the National Open College 
Network framework. Level 1 and level 2 
awards were available in 'Peer Research' 
(participants had to conduct a 5-minute 
observed interview and complete a self¬ 
reflection form on the process) and 
'Understanding Qualitative Data' (students had 
to complete a written assignment 
demonstrating that they had understood the 
importance of ethics, confidentiality and the 
appropriate use of different communication 
techniques). Ultimately, nine of the thirteen 
achieved either a level 1 or level 2 award. 

All participants were interviewed by the 
research associate at the end of the project 


CAPTION COMPETITION 


What were the panel actually thinking.? 
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What’s special about 
addiction specialists? 

A letter from Dr Keron Fletcher, Chairman of 
Addictions Faculty UK Regional Representatives of 
the Royal College of Psychiatrists, to the National 
Treatment Agency for Substance Misuse 

Dear NTA, 

It was a pleasure to meet up with you at the 
Addictions Faculty Residential Conference last 
week. I am grateful to you for listening 
carefully to some of my concerns and for 
suggesting that I put pen to paper and 
forward my comments to you. 


A further response... 

In the Summer 2008 issue of SCANbites we 
published a letter from Dr Keron Fletcher of the 
Royal College of Psychiatrists to the NTA on 
growing concerns about commissioning of 
specialist addiction services. Annette Dale 
Perera, Director of Quality of the NTA, 
responded in the autumn issue. We have since 
received this rejoinder from Dr Joss Bray. 

Dear Sir, 

I am writing this in response to Dr Keron Fletcher's 
letter to the NTA reproduced in the SCANbites 
Summer 2008 issue. 

I fully appreciate his concerns about the place of 
addiction psychiatry in providing good services for 
people with substance misuse problems and I would 
like to make a few wider observations on the subject. 

First, I would like to make the point that not all 
addictions specialists are consultant addictions 
psychiatrists... 

The Updated Models of Care document (2006) 
specifically mentions other sorts of specialist: 

• "Substance misuse specialist (primary care): A 
doctor with a general practice background and an 
extensive postgraduate training in substance misuse 
working as a specialist GP lead or director employed 
by a PCT or mental health trust. These doctors are 
able to take on most complex cases, and where 
competences and accreditation allow, highly 
specialised areas such as management of severe and 
enduring mental illness (in conjunction with specialist 
psychiatric support and appropriate clinical 
governance) and prescribing of heroin for treatment 
of addiction (under licence). These doctors have 
responsibility for the full range of clinical governance 
activities and service development for substance 
misuse in their parent NHS trust. They are expected 
to have extensive postgraduate training in substance 
misuse, regular clinical supervision, CPD and peer 
support." 

The summary document published by the NTA - 
Roles and Responsibilities of Doctors in the Provision 
of Treatment for Drug and Alcohol Misusers, Sept 
2005 - mentions: 

• "Substance misuse specialist (primary care): A 
doctor with a general practice background with an 
extensive postgraduate training in substance misuse 


working as a specialist GP lead/director employed by 
a PCT or mental health trust. 

• Substance misuse specialist (other professional 
backgrounds): A doctor from any of a range of 
professional backgrounds, particularly public health. 
They may have a specialist qualification in their own 
field. They may or may not be employed as a 
consultant and hold a CCST." 

Therefore, there is a wider picture and significant 
overlap in the training, expertise and areas of 
practice of different addiction specialists. I would 
suggest that many of the points that are raised in the 
letter relating to clinical expertise, teaching, training, 
support, governance and so on, do not need to be 
solely provided by addictions psychiatrists. 

There are examples of good provision of services 
where there is very little consultant input - the vast 
majority of work being done in shared GP care and a 
smaller central service provided by a GP specialist. 
There are also other models of community services 
run centrally by GPs - although these are often 
needed when local GPs have little or no interest in 
shared care. 

However, I am definitely not advocating competition, 
rivalry, or fragmentation between professionals. 

Having worked in all the tiers of substance 
misuse services, my preferred vision is for an 
integrated service mainly provided by GP shared care, 
with a substance misuse specialist as the clinical lead 
who works closely with an addictions psychiatrist on 
a peer to peer level. 

For the minority who can't be helped in the 
community, good access to residential treatment and 
rehabilitation services is essential. Of course this 
depends on available personnel in all these areas and 
adequate funding through good commissioning - 
and perhaps most importantly good relationships 
between all service providers with a willingness to 
make it happen. 

An important factor here is that psychiatrists are 
usually employed by mental health trusts. I do 
wonder whether large trusts can sometimes resist 
these sorts of collaborative arrangements, even 
though clinicians would like to see them happening. 

Conversely, commissioners may contribute to 
this problem by not being able to see the wider 
possibilities that could be encouraged in this process. 
In the competitive world of tendering and core 
priorities, there may be an all-or-nothing approach to 
the provision of substance misuse services which 
does not help provide good services. By this I mean 
that one provider is chosen to provide all the services 
in an area, rather than several providers with 
different strengths being commissioned to work in 
partnership. 

In conclusion, I strongly support any initiative 
that raises the profile - and I hope funding - of 
services for people with substance misuse problems 
wherever they live. Addiction psychiatry is an 
important but by no means exclusive part of this and 
I suggest that by working together as substance 
misuse specialists, we can achieve far more together 
than we can apart. 

I look forward to further discussion in this crucial 
debate. 

Dr Joss Bray MRCPsych, MRGP is a GP in Birtley, 
Gateshead, and Unit Medical Officer at the 
Huntercombe Centre, Sunderland. 




REGIONAL 

■ 19 January WEST MIDLANDS Addiction 
Specialists Meeting m.morell@bham.ac.uk 

■ 27 February WEST MIDLANDS NTA + SMMGP 
'Primary & Secondary Care: Partners into the 
Future'. 

■ 18 March LONDON Drug Dependence 
Consultants Group jcorkery@sgul.ac.uk 

■ 25 June NORTH EAST Specialists in Addiction 
Group andrea.hearn@nmht.nhs.uk 

NATIONAL 

■ 27 February Alcohol our Favourite Drug: from 
Chemistry to Culture. The Royal Society of 
Edinburgh (RSE) Cost: £125 
www.royalsoced.org.uk 

RSE Events Department: 0131 240 2780 
events@royalsoced.org.uk 

■ 2-5 June Royal College of Psychiatrists Annual 
meeting, BT Convention Centre, Liverpool 
conference@rcpsych.ac.uk 

■ 11/12 June British Association of 
Psychopharmacology 

Substance Misuse clinical certificate module 
Bristol www.bap.org.uk 

■ 18/19 June SCAN annual addiction psychiatry 
meeting for trainees and new consultants 
Francis Hotel, Bath. 

Rebecca.murchie@nta-nhs.org.uk 020 7261 8706 

■ 26-29 July British Association of 
Psychopharmacology 2009 summer meeting, 
Oxford www.bap.org.uk 

■ 17/18 September SCAN Conference, Radisson 
SAS, Manchester Airport. Rebecca.murchie@nta- 
nhs.org.uk 020 7261 8706 


SCANbites editorial team 

Editor-in-Chief: Colin Drummond, Production Editor: Amy 
Wolstenholme, Commissioning Editor: Julia Sinclair. 

SCAN Trainee page editors : Aideen O'Kane, Caroline Cooper 
and Julian Henry. Administration and Distribution: Rebecca 
Murchie. SCAN, 8th Floor, Hercules House, Hercules Road, 
London SE1 7DU scan@nta-nhs.org.uk Tel 020 7261 8728 
Fax 020 7261 8883 www.scan.uk.net 

Disclaimer: SCANbites does not contain official practice 
guidelines, nor is it an official information source. Therefore 
no liability is accepted for any loss or damage caused due to 
any action/inaction taken as a result of its contents (except 
for personal injury arising directly due to our negligence). 
Copyright in SCANbites belongs to the publishers and its 
licensors. All rights in SCANbites are reserved. 



Department 
of Health 



Royal College 
of Psychiatrists 


rm3 

National Treatment Agency 
for Substance Misuse 


SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 


16 | Supporting specialists, promoting consensus 


PUBLISHED BY SCAN, LONDON. COPYRIGHT SCAN. DESIGN & PRODUCTION SWALLOW CO LTD 

















